INTRODUCTION
There has been increasing interest in the development of hospital-at-home within the British National Health Service (NHS) as a way to reduce reliance on acute beds by cutting length of stay and avoiding admissions. Hospital-at-home has been viewed as a potential way to improve quality of care while decreasing costs. This interest should be seen within the context of government policy to shift resources from secondary to primary care1. This paper describes the development of hospital-at-home schemes in London following the Tomlinson Committee of Inquiry into London's health services', drawing on data from an evaluation currently being undertaken of five hospital-at-home schemes in West London to explore the question of whether the NHS and its component parts want hospital-at-home. BACKGROUND The Tomlinson Committee was set up in response to the effect of the NHS reforms on some of the major teaching hospitals in London. Many were under threat because of competition not only from each other but also from hospitals outside London (for example, in the home counties) to which purchasers were transferring their contracts. Tomlinson reported that acute beds in London were over-resourced while primary and community services were underdeveloped. A similar analysis had been made earlier by the King's Fund London Commission into the capital's acute services3. Tomlinson recommended the closure or merger of 10 inner London hospitals, reducing the number of beds by 2000-7000 by the end of the decade. In parallel, his report recommended that primary care services should be strengthened the assumption being that this would reduce reliance on acute services. The Government's response, Making London Better4, developed the policy to switch resources from acute care to primary and community services. The London Implementation Group (LIG), established to oversee the changes, set up the London Initiative Zone (LIZ) in inner London to concentrate attention and resources on developing primary care in the inner city. Both Tomlinson and the Government's response assumed that quality of health care would be improved and costs contained by shifting resources from secondary to primary care5.
Earmarked monies totalling £2 10 million made available to LIZ were used for capital initiatives to improve primary care, to improve practice premises, and to develop the primary health care teams. Secondly, resources were made available for a fixed term to develop revenue initiatives to shift care from the acute sector to primary and community care. These included hospital-at-home schemes, minor injuries units, and general practitioner (GP) cooperatives. ' 
DEVELOPMENT OF HOSPITAL-AT-HOME IN LONDON
The development of hospital-at-home schemes was considered an appropriate use of this pump-priming revenue funding. Hospital-at-home was almost universally viewed as a 'good thing' a way both to improve care for patients and, many believed, to shift care and resources from hospital to the community. Some even speculated that hospital-at-home could reduce the use of acute beds by 50%6. Unfortunately there was (and still is) a lack of evidence for this leap of faith.
The development of hospital-at-home schemes and other primary care initiatives in London offers important lessons. Resources from LIG were made available very quickly in 1993, requiring some health authorities to plan the expenditure of £5-10 million overnight. Providers were asked to bid for funds but had only days to formulate proposals7. Through no fault of either the health authorities or the providers, the process tended to be supply-led and based on what providers were interested in rather than needs assessment or feasibility studies.
A broad range of hospital-at-home models have been established in London including prevention-of-admission schemes (or admission avoidance), which take referrals from GPs and district nurses of patients who they would otherwise refer to hospital; and early discharge schemes, which take patients discharged early from hospital after either elective or emergency admissions, to be cared for at home. Some of these schemes deal only with orthopaedic patients while others cover specialties including general surgery, gynaecology and general medicine. In addition, paediatric home care teams have been established under the rubric of hospital-at-home. Various organizational models exist. While schemes can be managed either by community trusts or by hospitals, in London most schemes are managed by community trusts.
The emphasis on evidence-based commissioning, whereby health authorities and GP fundholders are encouraged to base their purchasing decisions on research evidence, has been particularly strong for initiatives funded through LIG. These schemes have been funded for a limited time, usually 3 years, and health authorities then have to decide whether or not to continue funding from mainstream budgets at the expense of other services. The original idea was that these schemes would be funded out of savings on acute care expenditure.
EVALUATION OF FIVE ADULT HOSPITAL-AT-HOME SCHEMES IN WEST LONDON
The key questions health authorities wanted to be addressed were as follows: The bottom line for health authorities is that hospital-athome needs to provide care of at least the same if not better quality than hospitals for the same or less cost. We have been addressing these questions in relation to five hospitalat-home schemes in West London funded by three commissioning agencies. The study is funded by North Thames R&D programme. All five are run by community trusts; three are early discharge schemes and two are prevention-of-admission schemes. As Table 1 shows, they vary considerably in size: the early discharge schemes have been more successful at recruiting patients than the prevention-of-admission schemes. Most of those in the early discharge schemes are orthopaedic patients discharged after elective total hip or total knee replacement or after emergency admissions for fractured neck of femur. Most patients in all schemes are aged over 65 and are women.
There are three components to our evaluation. The first is the process component whereby for all five schemes we are monitoring activity and lengths of stay, and comparing their management and development. The second component consists of outcomes including readmissions, clinical outcomes, and patient, carer, and staff satisfaction. Thirdly, we have conducted an economic evaluation of the three early discharge schemes which is described by Hensher et al.8 In the three early discharge schemes we are comparing hospital-at-home patients with a group of matched hospital patients. This paper draws on data from the process and costings components of the study to discuss the barriers to the development of hospital-at-home. The results of our evaluation of the quality and outcomes of care will be available later.
SUBSTITUTE OR ADDITIONAL SERVICE?
In terms of cost, as we have shown8, the cost per bed day for two of the hospital-at-home schemes for orthopaedic patients was slightly less than that of inpatient care (7% and 3% lower), but for the third scheme, hospital-at-home cost per bed day was 15% higher than inpatient care (see Hensher et al Table 28 ). In the two schemes where comparisons were possible, total lengths of stay for patients in hospital-at-home were greater than for similar patients who stayed in hospital (Hensher et a]. Table 38 ). From these examples it is evident that hospital-at-home is providing an addition to rather than a substitute for acute care.
DO PATIENTS WANT HOSPITAL-AT-HOME?
The reasons why a patient may not be admitted to hospitalat-home include refusal by patient or carer. Overall, patient and carer refusals accounted for 16.8% of referrals to the schemes and 33.2% of all non-admissions (Table 2) . Apparently there is a small but important minority of patients and/or their carers who do not want hospital-at- home. We are now conducting a study to elicit the reasons: the answer is important because one way to increase throughput (and thus viability) is to make hospital-at-home the only option. This involves a trade-off between the viability of the schemes and patient choice. At least one health authority has stated that it is not prepared to reduce patient choice in order to maintain hospital-at-home9.
DO HEALTH CARE PROFESSIONALS AND MANAGERS FAVOUR HOSPITAL-AT-HOME?
Health care professionals and managers in hospitals may be reluctant to hand over 'their' patients to community-trustrun hospital-at-home schemes for two reasons. First, they argue that lengths of stay have already been reduced substantially and therefore hospital-at-home can only shave one or two days off stay in hospital. Secondly, there is concern that hospit l-at-home will 'cream-skim' the most favourable patients, leaving the hospital with the most difficult ones, particularly those most likely to become 'bed blockers'. One explanation for the low number of admissions in one early discharge scheme was the poor relationship between the scheme staff and both health care professionals and managers in the hospital.
There may also be professional and managerial resistance to hospital-at-home outside hospital. Although district nurses working in the schemes are supportive of hospitalat-home, in one of the prevention-of-admission schemes district nurses were reluctant to take on the extra workload demanded by hospital-at-home.
There are frequent claims that the shift from secondary to primary care results in more work for GPs10, although there is little evidence for this in relation to hospital-athome. As part of the evaluation a questionnaire has been sent to all GPs within one health authority who are eligible to use an early discharge scheme. 81% (60 out of 74) of the questionnaires were returned. Of the respondents, 30 (50%) had had a patient on the hospital-at-home scheme. One-third of these had visited the patient at home at least once, and half had spoken with the patient on the telephone. 53% said that, in their opinion, hospital-athome increased their workload. However, it is by no means clear that a perceived, or actual, increase in workload means that GPs are not supportive of the schemes. GPs were asked if they were in favour of or against the use of hospital-at-home for a range of conditions. GPs who had actually used hospital-at-home were more likely to support the service for all conditions, ranging from a high of 83.4% in favour of using hospital-at-home for terminal care (10% against), to 50.0% in favour of using hospital-at-home for haemorrhoidectomy (26.7% against). In addition, GPs rarely refused a patient entry to the scheme. In the West London schemes, GP refusals accounted for about 2% of all referrals and just under 4% of patients not admitted to the schemes. This figure may slightly underrepresent the 'true' picture as schemes have tended not to approach patients whose GPs they knew to be hostile to the service.
WHO SHOULD MANAGE HOSPITAL-AT-HOME?
There is a debate, both in the UKIO and in the USA1l, about whether hospital-at-home schemes should be managed by community services ('inreach') or by acute hospitals ('outreach'). Our experience is that early discharge schemes run by community services trusts in West London have to undertake much development and liaison work with hospitals prior to setting up the scheme and at least for the first six months. Secondly, hospital-at-home uses considerable resources to recruit and identify patients, often without the assistance of ward staff, and takes responsibility for discharge arrangements traditionally handled by the ward. This input is costly and is one of the factors that put hospital-at-home at a cost disadvantage. It is important that acute hospitals are given the opportunity to manage hospital-at-home schemes to see how these perform compared with schemes run by community trusts.
BARRIERS TO THE DEVELOPMENT OF HOSPITAL-AT-HOME
We have identified several barriers to the development of hospital-at-home within the NHS. The professional and managerial resistance to hospital-at-home can be an obstacle to its development. In the current competitive climate staff in hospitals can feel threatened by hospital-at-home and may thwart attempts by community trusts to establish a service. Similarly, commissioning managers in health authorities that commission acute services may also feel threatened by hospital-at-home if they fear it could reduce their budget.
There is also a small but important minority of patients who do want hospital-at-home. Clearly the public love their hospitals-as witnessed by the furore which accompanied the Tomlinson recommendations on reducing the number of acute hospital beds and the attempts to implement some of them. The public are often suspicious of initiatives to shift care from hospital to their home which they perceive as cost-cutting exercises.
CONCLUSIONS
Hospital-at-home has become one of the key planks in the implementation of the policy to shift care and resources from secondary to primary care. In addition to doubts about its capability to act as a substitute rather than an additional service8, there are important organisational issues which need to be taken into account. If hospital-at-home is to work there is a need to overcome managerial and professional resistance. Our experience in West London highlights the need for feasibility studies before the development of hospital-at-home schemes and we emphasize the importance of evaluating such schemes from their inception. Finally, it is unwise to develop hospital-at-home services in isolation from other services. The continuum of care must be planned from pre or sub acute, through acute and post-acute care. The King's Fund report on the future of the hospital13 advocates a radical re-think of acute care:
hospital-at-home should be considered alongside other options as part of planning the hospitals of the future.
